This was a case of diabete8 mellitu8 accompanied by xanthomatosis, persistent lipaemia, and hypercholesterolhemia, extreme hepatosplenomegaly, lipodystrophy, enlargement and fibrosis of lymphatic and parotid glands (by biopsy) and high metabolic rate.
rate is persistently between + 50 and + 75 %. The case does not fit into any hitherto described syndrome, but resembles a case briefly described by Ziegler (Brain, 1928, 51, 149) . Splenic and hepatic punctures have failed to throw light on the fundamental pathology.
Dr. F. PARKES WEBER said that this case was unique, because of the great variety of the rarc features which were associated with the diabetes mellitus. One knew that diabetes me]litus might be associated with onc or more of the following features: (1) lipemia; (2) retinal lipaemia;
(3) hypercholesterolemia; (4) eruptive cutaneous xanthomatosis; (5) chronic enlargement of spleen and liver, a very rare condition, apparently associated with permeation of the affected viscera by cholesterol-containing " large clear cells ". As to the raised basal metabolism, an investigation would be required to ascertain how often this was present in diabetics. As to the lipodystrophia superior progressiva (not necessarily progressive) he (Dr. Weber) had never heard of its association with diabetes mellitus and was most interested to know that such an association had been observed in the Mayo Clinic. He (Dr. Weber) had likewise never heard of the associatioii of diabetes with an atrophic symmetrical sclerosis of the parotid salivary glands, as in the present case. The " biopsy " on one of the parotid glands seemed to show replacement of salivary glan(d parenchyma by lymphocytes and true lymph-follicles-just as in the condition known as " lymphadenoid goitre " the true thyroid' gland parenchyma became gradually replaced, by lymphocytes and lymph-follicles. The condition of the salivary glands in this patient should be compared with the changes in " Sjogren's svndrome " (see F. Parkes Wreber and A. Schluter, Deut. Arch. klin. Med., 1937, 180, 333) . She fell down some stairs in August 1939, but was able to get.up unaided, and no ill-effects were noted.
December 1939, shortly before Christmas, she again fell down a flight of stone stairs in the house to which she had been evacuated. She got up without assistance and since then has been attending school, but complained of aching pain in the back, which was worse at night.
A third fall occurred a few days prior to admission. The pain became worse and her mother took her to the Hospital Out-patient Department.
Previous illnesses.-Chicken-pox, measles, mumps. No family history of tuberculosis.
On examination.-She is a well-nourished, intelligent child. In the dorsi-lumbar region of the vertebral column there is a well-marked sharply angulated kyphus.
APRIL-CLIN. 1
There is no local tenderness, minimal muscle spasm or wasting, no pain on percussing spinous processes or crown of head. Some limitation of spinal movements in all directions. No alteration of tendon reflexes and no sensory disturbances noted.
X-ray appearances (Dr. Rohan Williams): (1) " Gross destruction with compression is present in the bodies of D.V. 12 and L.V. 1 which have ' mushed 'together causing angular kyphus." (2) A minor compression injury is also present in body of L.V. 4.
Lungs: No lesion seen. Selected skeletal studies: Bone growth and formation quite normal. No suggestion of any form of fragilitas ossium to account for vertebral injuries. History.-Nine years ago had frequent attacks of tonsillitis. One lasted for over six weeks, in the course of which swelling developed in the middle phalanx of the middle finger of the right hand. This swelling spread to the other fingers, though it never extended beyond the metacarpus. From that time until July 1938 she was perfectly healthy, except for a difficult confinement in 1936, after which she had some obscure febrile illness. July 1938, painless swelling of the right hand, gradually extending to the forearm; was treated for rheumatism. Then seen by Mr. John Simons of Tunbridge Wells, who advised removal of her tonsils. After the operation, November 1938, the swelling went down for about two weeks, then gradually increased agairf and remained stationary until June 1939, when first seen by me. Since that time there has been gradual diminution of swelling and the circumference of the arm has decreased by about an inch.
Investigations.-Blood-count: Hb. 80%; erythrocytes 4,820,000 ; C.I. 0'83; mean cell diameter 7 3,u; leucocytes 4,600. Differential count: Basophils 0.5%; segmented 45%; lymphocytes-47.5% ; monocytes 6.5%; plasma cells 0-5%. Urine: Sugar negative. Albumin negative. Wassermann reaction negative. X-ray of chest negative.
Dr. PARKES WEBER agreed that the case was one of idiopathic " lymphcedema ", a condition which he had usually termed the Nonne-Milroy-Meige type of oedema of extremities, which was often more or less familial and hereditary in incidence, but very rarely was localized to an upper extremity, as in the present case.
Sclerodermia with Involvement of Muscles.-R. S. BRIUCE PEARSON, D.M. T. F., male, aged 34. History.-During the summer of 1938 patient experienced pain in the terminal part of the first finger of each hand, the finger-tips turned black and a small portion of each eventually separated. From this time he noticed that his hands and feet were frequently cold and blue.
In June 1939 he had a right cervical sympathectomy carried out. This has led to no improvement. About this time he noticed that his hands, shoulders, and knees
